Participants in the open surgery group had significantly fewer retained stones compared with the ERCP group (seven trials; 609 participants; 20/313 (6%) versus 47/296 (16%) OR 0.36; 95% CI 0.21 to 0.62), P = 0.0002. Meta-analysis of the outcomes duration of hospital stay, quality of life, and cost of the procedures could not be performed due to lack of data. Conclusion: open surgery intervention in order to remove the gallbladder and trapped gallstones appears to be as safe as endoscopy and further suggested to be more successful than the endoscopic technique in clearing the duct stones.
INTRODUCTION
The prevalence of gall bladder stones in adults is approximately 15% 1 . Most patients will be unaware of their presence, but over a 10-year period, 15-26% of initially asymptomatic individuals develop biliary colic 2 .This is important because in most cases, biliary colic heralds the beginning of recurrent problems. The natural history of stones in the bile duct is not well understood. Some pass spontaneously into the duodenum, but others will cause full or partial obstruction of the bile and/or pancreatic duct. The consequences can include pain, jaundice, sepsis (cholangitis), acute pancreatitis and, if left untreated, liver cirrhosis. In studies looking at patients who have asymptomatic gall stones at enrolment, the risk of such complications occurring over the following decade is approximately 2% 3 .
Common bile duct (CBD) stones are seen in approximately 7%-12% of patients who undergo cholecystectomy for symptomatic cholelithiasis and are a common indication for referral to a Open Surgery versus Endoscopic Intervention… 706 biliary endoscopist 4 .They vary in size ranging from rather small (approximately 1-2 mm) to very large (> 3 cm). Endoscopic retrograde cholangiopancreatography (ERCP) with endoscopic sphincterotomy (ES) and basket or balloon extraction are well established therapeutic procedures for the management of CBD stones. It is estimated that nearly 85%-95% of all CBD stones can be managed effectively by these conventional endoscopic methods 5 .Failure to clear the bile duct renders the patient vulnerable to biliary obstruction, cholangitis and pancreatitis, thereby increasing the morbidity 6 .The occurrence of acute cholangitis is associated with significant mortality, especially in the elderly, underscoring the need for early intervention to clear the bile duct stones and to relieve the obstruction to achieve adequate biliary drainage. Extraction of CBD stones is one of the most commonly performed procedures by therapeutic endoscopists 7 .
Multiple factors have been postulated to govern the success or failure of endoscopic extraction of CBD stones. In approximately 10%-15% of patients, managing biliary stones becomes formidable primarily due to difficulties in accessing the bile duct (periampullary diverticulum, sigmoid shaped CBD, postgastrectomy Billroth type II anatomy, Roux-en-Y-gastrojejunostomy), large number of stones (greater than 10), large size of stones (stones with a diameter > 15 mm which cannot be grasped with a basket), unusually shaped stones (barrel-shaped) or location of the stones (intra hepatic, cystic duct, proximal to strictures) 8 . In addition, endoscopic management becomes challenging in Mirizzi syndrome, in which stones in the cystic duct cause obstruction of the main bile duct 9 .
In high risk patients, the risks and benefits of alternative techniques for removal of bile duct stones not amenable to conventional endoscopic techniques must be carefully balanced against each other and with surgery. The individual decision concerning the appropriate therapy is also influenced by the local expertise and the availability of the technical equipment 7 . CBD stones up to 1.5 cm in diameter can be extracted intact after endoscopic sphincterotomy. The rate of successful retrieval progressively declines with increasing size of the stone 10 .Larger stones especially those with a diameter ≥ 2cm may need fragmentation before removal to reduce the risk of stone impaction. 12 . The aim of this study was to review the overall results of the surgical management of CBD stones. The search terms ( Bile stones , CBDS, stones , ERCP , gallstones) were used in combinations and together with the Boolean operators OR and AND. 412 articles initially matched the stipulated criteria and were included in the current review. Allocation concealment -Low risk of bias: the participant allocations could not have been foreseen in advance of, or during, enrolment. Allocation was controlled by a central and independent randomisation unit. The allocation sequence was unknown to the investigators (for example, if the allocation sequence was hidden in sequentially numbered, opaque, and sealed envelopes).
MATERIALS AND METHODS

Data Source
-Uncertain risk of bias: the method used to conceal the allocation was not described so that intervention allocations may have been foreseen in advance of, or during enrolment. -High risk of bias: the allocation sequence was likely to be known to the investigators who assigned the participants.
RESULTS
Description of studies
The initial search was broad, accepting any article related to CBDS formation and all treatment surgical interventions available to ensure a comprehensive view of available work, and generated 412 articles. Preliminary application of study criteria identified 182 potential studies for inclusion that met one or more criteria. Further screening resulted in the exclusion of 33 papers full text that could not be retrieved and another 112 papers with the same cohort or were not identified as randomized trails. There were also 29 papers excluded because they did not meet the endpoint of the study. Finally the review yielded 8 RCTs that fully met all inclusion criteria. No individual authors were contacted for information. No further review of methodological quality of the studies was conducted beyond that it appeared in a peer review journal and comprised an RCT. The 50 eligible articles were again closely examined. Comparison among provider type was computation of differences between percent of successful program to number attempted. No further statistical analyses were employed. Characteristics, methods, intervention and key outcome measures are interpreted in Table 1,  Table 2 , Table 3 and Table 4 . Duration of surgery and the duration of hospital stay were difficult to assess from the trials included. Evaluation of these two outcomes requires inclusion of the duration of each procedure (endoscopic clearance and surgical removal of gall bladder). There were insufficient data to comment on the effect of the size and number of stones on the outcomes, costs involved, postoperative quality of life and postoperative analgesic requirements. The studies are, however, a little dated and interpretation in the context of modern practice must be guarded. It is entirely possible that the results might have been influenced by the early experience of endoscopists in performing ERCP. It is unlikely that there will be any future trials comparing open surgery with ERCP, and the data from this review represent the best evidence comparing these interventions. The ideal treatment for common bile duct stones is still controversial. The options are that of surgical treatment alone (open or laparoscopic surgery) or a combination of endoscopy with surgical treatment (pre-, intra-or post laparoscopic cholecystectomy ERCP) to clear the common bile duct stones 21 .
CONCLUSION
There is sufficient evidence in this review proving open bile duct surgery seems superior to ERCP in achieving common bile duct stone clearance based on the evidence available from the early endoscopy times -however , there is evolution in the new era of endoscopic intervention. Hence, more randomized clinical trials without risks of systematic and random errors are necessary to confirm these findings.
